Starch peritonitis, caused by glove powder, is now a well recognised post-operative complication with a characteristic clinical presentation.' It is marked histologically2 by a granulomatous reaction, which appears to reflect a delayed cell-mediated response in individuals hypersensitive3 to Indian corn starch. The starch granules are usually readily identified in tissue sections when polarised light, periodic acidSchiff or iodine stains are employed. We wish to report two cases of a granulomatous peritonitis, of different aetiology, in which starch granules are also identifiable. The condition merits clear distinction from surgically induced starch peritonitis. (Fig. 2 insert) . In case 1 many granules were fragmented, and some exhibited a central non-birefringent core (Fig. 1  insert) . The colour of the granules was variable: colourless, pale blue and khaki forms being found. The granules were PAS-positive and stained a purplered with Gram. There was considerable resistance to salivary amylase: even prolonged digestion for 90 min failed to abolish the PAS-reactivity. Trypsinisation was without effect upon the staining reactions of the starch granules.
Apart from starch granules, in the background there were other anisotropic structures. Some were identifiable as cellulose plant cell walls (Fig. 2 ) but most were elongated near-rectangular fibres, and in case 1 many unidentified crystals up to 15 ,im in length were present. Most fibres and the cellulose walls were PAS-positive and stained purple-red in Gram preparations. The crystals were areactive to Gram staining. The presence and quantity of these anisotropic structures varied with the level of sectioning from the paraffin block. In some blocks from case 1 cellulose walls were completely absent.
Discussion
Awareness of the combination of starch granules and granulomatous reactions may mislead the diagnostic histopathologist into assuming that all such lesions result from peritoneal contamination by surgical glove powder. Most lubricant glove powders nowadays are made in Europe from Indian corn. Some in the United States are prepared from rice starch.4 The starch granules from these sources, which are selected for their lubricant properties, are relatively uniform in size, near-spherical, and range in modal diameter from 5-12 ,um.5 Starch granules from other plants vary considerably in their size, shape, and modal diameters. Indeed their variability is utilised in botanical identification of their source.6 The storage starch granules from plants used as foodstuffs are similarly varied in size, shape and resistance to digestion by animal amylases.' However the basic radial structure of starch granules is shared by all, yielding Maltese cross birefringence in polarised light.8
The variable size, oval shape and morphology of the granules seen in our case 2 suggest that the starch was derived from potatoes. The eccentric core, as seen in polarised light, of the granules is unlike the radially symmetrical corn and rice starch granules. Since the starch was only poorly digested by the peritoneal macrophages in the seven weeks after bowel rupture, the basic structure of the starch was sufficiently well preserved to show distinct differences from glove-powder starch. Such resistance to digestion is characteristic of potato starch. 
